
 
 

 

 
United States District Court 
Southern District of Ohio 

Richard W. Nagel, Clerk of Court  
REQUEST FOR MEDICAL EXCUSE FROM JURY SERVICE 

 
The below-named individual has been selected by the U.S. District Court, Southern District of Ohio to serve as a 
potential juror. If chosen for jury duty, the individual will be sitting for approximately 6 hours per day with periodic 
breaks.  The average jury trial lasts approximately 7 days.  Every effort will be made to accommodate juror needs. 
 
An excuse from jury service due to a physical and/or mental condition requires a written statement from a physician 
or registered nurse practitioner (“RNP”) licensed by the state.  Some mental and physical conditions do not warrant 
an excuse from service but may warrant a postponement. For any excuse that you provide, please be aware that 
you may be called to testify before the court about your representations regarding your patient’s inability to 
perform jury service. ALL questions must be answered legibly.  
 
 
Patient Name:___________________________________ Juror Participant Number: ___________________  
 
Address:_____________________________________ State________  Zip Code: ___________________________ 
 
 

Describe any mobility, physical or mental restrictions that may disqualify the prospective juror for jury service: 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
 
Please describe how this condition disqualifies the above from jury service? 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 

 
If the condition is temporary, how long will the individual be unable to serve? 

□ 3 months  □ 6 months  □ 9 months  □ 1 year 

 
  
Print Name of Physician or RNP: 
  
_____________________________________________________________________________________________ 
 
Business Address:_________________________________________ State_________ Zip Code:_______________ 
 
Business Phone:___________________________ License/Certificate Number________________________ 
 
 

 
___________________________________________________  ____________________________ 
Signature of Physician or RNP  Date: 

Please return this form by email at: ohsd_coljury@ohsd.uscourts.gov; or by fax to: 614-719-3012. 
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